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items, such as obstetric packs, car seats, and a reference card for sc severity of pediatric trauma.
The lists cited above vary in their details, and many tend to be long. Generally, they represent simply opinions of the authors or a be experts; data to demonstrate the importance of many pieces of equi] are scarce. Readers who wish to have more definitive and comprehe information might best track the periodic updates of recommendatio sued by the major professional societies, such as AAP, ACEP, and SC
Some of this variation in recommendations for equipment and su reflects still-reasonable differences of opinion as to what intervention viders with varying levels of training should be allowed to perform a; as unavoidable state and local differences in capabilities of and expect for providers. For example, controversy still exists as to whether par; ics should be allowed to intubate children or perform needle thorace and whether EMTs can start IV lines. The pediatric equipment availa providers should allow them to perform all authorized procedures. I ences among the lists may also reflect uncertainty among experts abo effectiveness of certain kinds of equipment. Tsai (1990), for instance, out conflicting views on the safety and effectiveness of prehospital i four kinds of equipment: endotracheal tubes and supplies, pneumatic anti garments, intraosseous needles, and pediatric backboards.
Acquiring and maintaining equipment must be an ongoing process. B< many providers will encounter pediatric emergencies relatively infreqi their equipment, medications, and supplies may deteriorate or becorn moded. Unless such products are monitored on a regular basis, they n inadequate in the event of a true emergency or induce an inappro sense of security among practitioners and institutional providers.
In sum, the committee did not attempt to create a definitive 1 equipment and supplies necessary for treating pediatric emergencies i particular practice setting. Instead, it states the following imperative: health care provider or agency must define the emergencies that occur patient populations that they serve, define the emergency care appropi provided in that setting, and ensure that the equipment and supplies n to provide such care for those emergencies are available and ready tc critically ill or injured neonates, infants, children, and adolescents.
To make this more concrete in the context of the recommendati< Chapter 8 about state EMS-C agencies, the committee recommend all state regulatory agencies with jurisdiction over hospitals and gency medical services systems require that hospital emergency d< ments and emergency response and transport vehicles have ava and maintain equipment and supplies appropriate for the emer care of children. The objective is to repose responsibility and authorr access; monitor cardiac status; and immobilize patients, extremities, and head and cervical spine. They also suggest considering equipment protecting against exposure to infectious diseases as well as otherspecific procedures, for instance, bag-valve-mask ventilation and peripheral and central venous cannulation. Professions Commission, for example, addressed implications of changes in the health care system and in healthcare needs for schools training health care professionals (Shugars et al., 1991).  In 1993, the Institute of Medicine had under way various studies in this area, including ones on dental education, on career paths in clinical research, and on increasing minority participation in the health professions.
